Pelvic Abscesses: Diagnosis and Treatment
By HAROLD DODD, Ch.M., F.R.C.S. SINCE the war, the paradoxical term, "a dying disease", has come into the medical vocabulary. It applies to tuberculosis, osteomyelitis, pneumonia and rickets. Impressions are often erroneous and I was tempted to regard pelvic abscess as a dying disease, until I looked up my records and found that whereas before the war (i.e. before antibiotics and sulphanilamides were available) I saw four a year; to my surprise, since the war I have treated three such abscesses a year. Thus, pelvic abscesses are still with us in general surgical practice. Further, they are missed often enough by registrars and residents for your Council to believe that they merit review in a short paper. There are few operations more satisfactory than that of draining a pelvic abscess through the rectum.
Collections of pus in the pouch of Douglas or in the rectovesical pouch occur after any abdominal condition, especially infected ones, with or without operation. They especially follow a ruptured appendix, less often a perforated peptic ulcer, partial gastrectomy for a penetrating ulcer, salpingitis, hysterectomy or suppurative diverticulitis, and very rarely after infective arthritis of the hip. Of every 4 cases, 3 are caused by suppurative appendicitis with peritonitis, while the fourth is due to one of the other causes, especially perforated or penetrating peptic ulcer. Rarer cases are after anterior resection of the recto-sigmoid, and infection from Crohn's disease tracking down from the terminal ileal peritoneal fold.
A pelvic abscess may follow appendicitis, treated by operation or medically. One large abscess treated contained three pints of pus; it complicated appendicitis treated by aureomycin and terramycin. The temperature was swinging, the abdomen distended, and the patient had a moderate degree of diarrhoea which was thought to be due to the antibiotic. The period of three weeks and three days which passed without it rupturing is noteworthy; he had been ill four days before admission to hospital (Fig. 1 with the examining finger.
Diagnosis.-The diagnosis of a pelvic abscess is based on the awareness of its possibility after any infected abdominal procedure, the temperature, diarrhoea and the rectal findings. The symptoms at first seldom direct attention to the rectum. The usual story is as follows:
After an infected abdominal operation, the chart shows a raised pulse and pyrexia for three to seven days. Then a normal temperature for one to three days, after which it starts to swing again. The pulse is in the 80 to 100 bracket and the respirations are unaffected, which tends to negative a subphrenic or respiratory infection, which are possible causes of pyrexia. The patient looks toxic. The tongue is moist, pointed and often shiny and bright red; a glossitis, which I have learned indicates undrained pus.
The bowel action.-After two to three days of further pyrexia, tenesmus and frequency and looseness of the bowels appear-perhaps two to four actions daily of fluid frces, usually with an excess of mucus. This is regarded as satisfactory, as it follows the constipation usual after an abdominal operation. Occasionally the bowels continue inactive, or act once a day. The abdomen is slightly distended in the lower half, and muscle tension is a little increased. The respiratory excursion below the umbilicus is absent, or even reversed. There is tenderness in the right iliac fossa, and the wound is often infected. As the pelvis fills, pus ascends on the left side, and tenderness appears here. In a thin patient, visible peristalsis is sometimes observed, which raises the possibility of post-operative subacute intestinal obstruction; this suspicion is strengthened when, as occasionally happens, the patient vomits. I think, however, that if there is the possibility of "pus somewhere", this should be sought before considering an organic intestinal obstruction.
Frequency and dysuria.-In the male it is readily understandable that with the bladder forming the boundary of an abscess, uneasiness, frequency, urgency and difficulty of urination will occur and may be the main complaint. Rectal examination.-The diagnosis of a pelvic abscess is clinched by a rectal examination. The findings are according to the development of the abscess when the examination is made. Three stages may be found:
First stage: "The early and suspect phase." The rectum is empty, dilated, warm, and the mucous membrane is smoother than usual. At the tip of the finger, the rectal wall anteriorly and laterally is hard and indurated. There is no fluctuation, and the impression formed is that the dilated rectum is "set in felt".
Second stage: "The abscess is declared." A day or two later, a significant addition appears; it is the first sign of softening of the rectal wall, and the abscess will point through it. At the tip of the examining finger on the anterior wall, a dimpling or fluctuant spot is felt. The sensation to the pulp of the finger is identical with that of palpating the tip of the nose, where there is a soft spot between the cartilages. The abscess is drained through this dimpling spot. The reflection of the peritoneum is a finger's length from the anus and it is necessary to press up firmly over the swollen valve of the rectum to reach the abscess.
Third stage: "The abscess is obvious." The fluctuating mucous membrane is bulging into the bowel lumen and there is an obvious abscess pointing into the bowel.
Fourth stage: The abscess may rupture. Spontaneous rupture of the abscess should rarely occur (it should be detected clinically before this). The pus bursts into the rectum, and is passed into the bed-pan after an urgent call to stool. Rupture, however, may not occur for two to three weeks.
Unusualpresentations.-There are three unusual presentations of pelvic abscesses: First, a gluteal abscess: as the abscess points into the rectum it infects the pelvic cellular tissue. Ordinarily this is so indurated that spread is limited, but in a debilitated patient pus may track outwards and downwards through the sacro-sciatic foramen and point at the fold of either buttock. The process is a painless one, and in a patient who is not progressing and who obviously has "pus somewhere" vigilance is necessary to detect such a collection. I have seen this twice.
The second possibility is the abscess which tracks along the round ligament or the vas deferens and points in the groin at the pubic tubercle. I have had 3 patients with this presentation, and the abscess needed opening three times in one.
The third route is through the vaginal fornix. I have seen two in thirty years, and both followed a ruptured ectopic gestation.
Treatment: opening a pelvic abscess.-It is inadvisable to open the abscess in bed, although occasionally one's finger penetrates the bowel wall effortlessly (Fig. 2) . The patient is anmsthetized, placed in the lithotomy position and catheterized. I once mistook a full bladder for a pelvic abscess and withdrew urine with the aspirating needle.
The operation.-A duckbill speculum is inserted into the anus taking care not to tear the anal mucosa. The rectum is usually empty, but if not, it is cleansed of f=ces. The dimpling or fluctuating spot on the anterior wall is located with the tip of the left index finger, and a long wide-bore needle attached to a 20 c.c. syringe is thrust resolutely through this softened area in the rectal wall; pus appears on aspiration. A hesitant approach may impale the mucosa on the needle point and fail to enter the abscess. If no pus is found, the point of insertion of the needle is checked to see that it really has penetrated the rectal wall at the fluctuating area. If no pus is withdrawn, the operation is stopped. When pus is located, the syringe and needle are kept in position. A pair of uterine dressing forceps, whose points are grooved on the inside, are slid along the needle through the rectal wall and into the abscess cavity. Pus emerges, often considerable in volume and smell. As the flow slows, the forceps are opened in a north-and-south and east-and-west direction, making a generous hole in the rectal wall. I no longer insert a drain, and patients have done well. I once used a pair of Mayo scissors to open an abscess, and a gross hvmorrhage followed which exsanguinated the patient, and required a second operation and a transfusion two hours later. I think I cut a vessel in the rectal wall while opening and closing the scissors. No incidents have occurred since using the uterine dressing forceps.
After-care.-A glycerin suppository is inserted into the rectum daily for four days. The pus is cultured for its sensitivity and if necessary the appropriate remedy is given; very rarely actinomycosis will be found, but as a rule, the temperature falls immediately the abscess is drained. HWmoglobin estimation often reveals a surprising degree of anemia and this is corrected. No patients have died. DISCUSSION In the ensuing discussion instances were given of pelvic abscesses rupturing into the bladder, following the psoas sheath in the thigh, and penetrating levatores ani and pointing in the ischio-rectal fossa.
The President recounted 2 patients with undetected pelvic abscesses complicating carcinoma of the ovary and uterus. Examination under an anesthetic is valuable.
The development of acute intestinal obstruction with pus in the pelvis was cited. The use of antibiotics in preventing and treating residual abscesses was discussed, but opinion favoured drainage whenever pus was detected. 
